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Abstract 
 
This study assessed the feasibility of the newly manualized Prevent Teach Reinforce for Families 
(PTR-F) for use with Hispanic families of young children with autism spectrum disorders (ASD) 
who have difficulty adjusting to family routine. The study involved three families of children 
with ASD ages 3 to 6 years old who participated in the 5-step PTR-F process and who 
implemented the PTR intervention plan during naturally occurring family routines. A multiple-
baseline across participants design was employed to examine the preliminary evidence of 
efficacy of using the PTR-F for children with ASD. The results indicated that Hispanic parents 
successfully implemented intervention strategies with the help of a facilitator using the PTR-F 
manual. All children’s alternate desirable behavior increased and problem behavior reduced a 
significant amount when the PTR-F intervention was implemented by the parents. The parents 
reported high social validity when implementing the PTR-F intervention.  
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Chapter 1: Introduction 
 
Involving families in the process of designing and implementing behavior intervention 
plans is pivotal to decreasing problem behavior, promoting engagement in family routines, and 
teaching new skills in children with Autism Spectrum Disorder (ASD) (Eluri, Andrade, Trevino, 
& Mahmoud, 2016; Fritz, Jackson, Stiefler, Wimberly, & Richardson, 2017; Graziano & 
Diament, 1992; Weisz, Weiss, Han, Granger, & Morton, 1995). Numerous studies have 
supported the effectiveness of parent-implemented behavior interventions in decreasing problem 
behavior and improving social and communication skills and other alternative behaviors of 
children with ASD (Boesch, Taber-Doughty, Wendt, & Smalts, 2015; Eluri et al., 2016; Koegel, 
Symon, & Koegel, 2002).  Parents have been successfully trained to implement a variety of 
behavioral procedures, such as contingent reinforcement (Gentry & Luiselli, 2008; Murphy & 
Zlomke, 2016), antecedent manipulations (Gentry & Luiselli, 2008), differential reinforcement 
(Murphy & Zlomke, 2016; Ros, Hernandez, Graziano, & Bagner, 2016), time-out (Olsen & 
Roberts, 1987), extinction (France & Hudson, 1990; Rolider & Van Houten, 1984), and 
behavioral packages or multicomponent interventions (Sears, Blair, Iovannone & Crosland, 
2013; Crone & Mehta, 2016; Lucyshyn et al., 2007; Fritz et al., 2017). The results of the parent-
implemented interventions have been shown to maintain over time and be generalized to other 
settings (Crone & Mehta, 2016).  
For interventions implemented by parents or other family members to be successful, a 
family-centered planning is essential in which collaboration between professionals (facilitators) 
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and family members is required (Bailey & Blair, 2015; Sears et al., 2013).  Family-centered 
practices enhance involvement of parents and other primary caregivers in all aspects of 
intervention including identifying target behaviors, conducting assessment, selecting and 
implementing interventions, and monitoring child progress and implementation fidelity, which 
promotes optimal outcomes for children with disabilities (Bailey & Blair, 2015; Fettig, Schultz, 
& Sreckovic, 2015; Sears et al., 2013). 
However, little is known about the effectiveness of family-centered behavior 
interventions among families from minority backgrounds who have children with disabilities and 
behavioral challenges; only a few studies have examined the use of family-centered behavior 
interventions with families of minority backgrounds to address behavioral challenges in children 
with disabilities (e.g., Coard, Wallace, Stevenson, & Brotmon, 2004; Forehand & Kotchick, 
2016; Lucyshyn et al., 2007). Baumann et al. (2015) conducted systematic reviews of research 
studies on the following four evidence-based and manualized behavioral parent-training 
programs to identify the extent to which studies have adapted the programs to different cultural 
groups: Parent-Child Interaction Therapy (PCIT; Eyberg, Boggs, & Algina, 1995), The 
Incredible Years (IY; Webster-Stratton, 2001), Parent Management Training-Oregon Model 
(PMTO
R
; Forgatch, Bullock, & Patterson, 2004), and the Positive Parenting Program (Triple P; 
Sanders, Turner, & Markie-Dadds, 2002). These programs received the highest ratings by the 
California Evidence-Based Clearinghouse for Child Welfare and have been federally funded.  
However, from 610 studies they reviewed, only eight studies met the cultural-adaption criteria 
and only two fit the implementation criteria of being culturally fit. The results indicate that these 
evidence-based parent training interventions have limited success in promoting family-centered 
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planning that facilitates developing and implementing interventions with contextual fit aligning 
with family values, recourses, and skills.  
Hispanics are a growing population in the United States (Census, 2016). As of July 2016, 
they accounted for 18% of the nation’s total population. It is estimated that Hispanics will 
account for 28.6% of the population in 2060 (Census, 2016). Although the number of Hispanic 
children is significantly lower compared to non-Hispanic children, considering that the number 
of children diagnosed with ASD is growing rapidly, it is important to study the Hispanic 
population. In 2010, it was estimated that 7.9 in 1,000 Hispanic children were diagnosed with 
ASD (CDC, 2017; Pederson et al., 2016).  
 Forehand and Kotchick (2016) examined parenting in a variety of cultures, including 
Hispanic family groups. They weighed in the factor of cultural influences on parent training and 
proposed specific questions that should be considered by practitioners when creating and 
implementing interventions. The authors stressed the awareness of cultural influences, 
socioeconomic status, parenting values, and that the Hispanic culture focused on familism, i.e., 
dependence on extended family and social support networks. The authors highlighted an 
important factor about empirically-based interventions: they work with certain cultures and not 
others.  
Researchers have found that culturally-adapted parent training interventions have been 
successful in enhancing the effectiveness and acceptability of the interventions by Hispanic 
families (Barker, Cook, & Borrego, 2010; Baumann et al., 2015; Calzada, 2010; Martinez & 
Eddy, 2005). Martinez and Eddy (2005) created a culturally-adapted parent training program for 
Hispanic families called, nuestras familias (our families), to help parents learn how to use 
behavioral intervention strategies to reduce their children’s problem behavior. The authors 
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focused on parent empowerment over their children with the help of an entrenador (coach) 
throughout training. The parents were given a set of instructions on how to complete home 
practice assignments (e.g., giving good directions, being positive, encouraging success, teaching 
new skills, discipline, and limit settings). The coach discussed the assignments with the parents 
in a group setting where the parents could role-play the home practice assignments and ask 
questions. After this training, the parents implemented the intervention strategies at home, and 
the trainers contacted the parents over the phone to review the assignments and progress with the 
parents, and answer any questions. The researchers found that parents accepted this form of 
training due to the cultural adaptation. The ‘nuestras familias’ training program resulted in many 
positive outcomes for the parents, such as high parent satisfaction, improved parenting practices, 
skill encouragement, and youth adjustment.   
In designing and implementing culturally-adapted family-centered interventions for 
children with ASD, researchers have used the positive behavior support (PBS) framework which 
is derived from applied behavior analysis (Buschbacher, Fox, & Clark, 2004; Dunlap & Fox, 
1999; Vaughn, Clark, & Dunlap, 1997; Lucyshyn et al., 2007). Family-centered PBS focuses on 
improving family ecology through empowering families to promote their children’s adjustment 
to family routines and reduce problem behavior. The PBS framework focuses on collaborative 
partnerships, contextual fit with families, use of evidence-based practices, and creating systems 
to maximize intervention outcomes for individuals with disabilities and challenging behavior 
(Carr et al., 2002; Fox, Dunlap, & Powell, 2002; Lucyshyn et al., 2007). Fox et al. (2002) 
stressed an important factor when using the PBS framework: ensuring that the facilitator is 
culturally competent with the family’s culture and lifestyle.  
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In an effort to promote implementation fidelity, efficiency, and sustainability of family-
centered behavior interventions designed using the PBS framework, a few researchers (Baily & 
Blair, 2015; Sears et al., 2013) have been interested in adapting the school-based manualized 
intervention, Prevent-Teach-Reinforce (PTR; Dunlap et al., 2010). The original school-based 
PTR model was created primarily to promote a team-driven, standardized process for school 
personnel to design effective behavior intervention plans (BIP) with contextual fit for students 
with severe challenging behavior who need intensive individualized interventions. It focuses on 
designing intervention plans that are acceptable and sustainable and that can be implemented 
with fidelity by classroom teachers. The PTR intervention incorporates three key components 
based on hypothesized functions of problem behavior: (a) prevent focuses on antecedent 
manipulations, (b) teach focuses on teaching new alternative replacement behaviors, and (c) 
reinforce focuses on reinforcing replacement behaviors. The model consists of five steps: (a) 
teaming, (b) goal setting, (c) PTR assessment, (d) intervention, and (f) evaluation. The 
manualized steps provide step-by-step instructions, checklists, templates, and evaluation tools 
that help facilitators or behavioral consultants guide stakeholders (e.g., parents, teachers, other 
school personnel) to implement BIPs. The PTR model offers a structure for training stakeholders 
in behavior assessment, intervention design and implementation, progress monitoring, and 
intervention evaluation. To date, a few studies have reported the successful use of the original 
PTR model in school settings to address problem behavior in students with and without 
disabilities (Strain, Wilson, & Dunlap, 2011; DeJager & Filter, 2015). 
Sears et al. (2013) adapted the school-based PTR model to examine the feasibility and 
potential efficacy of using the PTR model with families who have children with ASD. The 
authors modified the steps and tools of the PTR model to work with families and address child 
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behavioral challenges within family routines. They adapted every aspect of the school-based 
PTR model to incorporate effective steps for family members to implement. The adaptation 
focused on modifying specific components of the worksheets in the areas of behaviors, 
antecedents, and settings, and collapsed steps to require fewer meetings for setting goals, 
assessing behavior, and developing and implementing the PTR intervention plan. The criteria for 
participation in the Sears et al. (2013) study included children between the ages of 3 to 6, who 
were diagnosed with ASD or developmental delay with ASD symptoms, and who engaged in 
problem behavior that interfered with daily routines. Families who were willing to participate in 
the team-based PTR process were invited to participate. The participants were two Caucasian 
male children and their families. The children’s target routines included bathroom, independent 
play, mealtime, car ride, and morning routines. Both participating children lived with parents and 
a sibling. The results suggested that the school-based PTR model could be adaptable to support 
families to address behavioral challenges of children with ASD or ASD symptoms in the home 
setting. Both children’s problem behavior reduced and appropriate behavior increased. The 
parents together with the facilitator could create and implement the PTR interventions as a team 
using the adapted PTR model. The interventions also had high social validity ratings suggesting 
that the families’ perceived acceptability and satisfaction with the PTR intervention was high.  
Bailey and Blair (2015) added to the family-centered PTR literature by replicating and 
expanding on Sears et al.’s study. The authors replicated the adapted PTR process used in the 
previous study and expanded by: (a) adding a questionnaire to better assist the parents in 
identifying strategies for each PTR component, (b) examining the feasibility of parents using the 
individualized behavior rating scale tool (IBRST), (c) including participants diagnosed with ASD 
or ASD symptoms of a different age group, and (d) targeting different family routines. The Baily 
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and Blair (2015) study included three male children between the ages of 5 and 7 diagnosed with 
ASD or language delay with ASD symptoms and their families. Their target routines were 
getting dressed in the morning, car ride home after school, and playing with their younger sibling 
in the playroom at home. The IBRST provided contained a 5-point rating scale that the parents 
developed during the team process. This tool helped the parents find the best method to collect 
data on their child’s problem behavior and replacement behavior during daily routines in order to 
monitor child progress. Each family could decide with the team what each point rating would 
measure (e.g., duration, frequency, intervals, magnitude) and what each anchor point would 
represent (e.g., setting at anchor point ‘1’ for 0-2 min duration of problem behavior, representing 
the best day, and ‘5’ for 9-10 min duration of problem behavior, representing the worst day). The 
results suggested that parents could accurately implement the PTR interventions with fidelity, 
which resulted in reducing the problem behavior and increasing the appropriate behavior of the 
participating children, therefore, extending the literature. The results indicated that the PTR 
process and outcomes had high social validity. Additionally, the study suggested that the IBRST 
was a valid and reliable tool for parents to monitor their children’s behavior. 
However, these two studies on the use of PTR with families evaluated the school-based 
PTR model that was adapted by the authors. Recently, a group of researchers (Dunlap et al., 
2017) have developed and published a new manual, PTR for Families (PTR-F), based on the 
existing literature on the school-based PTR and the adapted PTR model with families. The 
manual is intended for use by facilitators to help team members including families engage in the 
PTR process and implement the BIP to address child behavioral challenges within family 
routines with minimal professional involvement. One key essential component of this new 
manualized PTR for families is coaching, which is included as a separate step of the PTR 
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process. Instead of the 5-step process of teaming, goal setting, assessment, intervention, and 
evaluation that was suggested by the original PTR model, the PTR-F consists of: (a) Initiating 
the PTR-F Process, (b) PTR-F Assessment, (c) PTR-F Intervention, (d) Coaching, and (e) 
Monitoring Plan Implementation and Child Progress. The first step incorporates teaming and 
goal setting. The 4th step, coaching, focuses on assisting family members, who have received 
limited or no professional training in behavior intervention procedures, to implement 
interventions. Another key focused area is that the facilitator must have a good relationship with 
the family to establish trust with all team members and ensure the family will implement the 
procedures with fidelity. The coaching step ensures that the professional working with the family 
is aware of cultural differences and that, through coaching. all family members are competent 
and confident in implementing the intervention strategies on their own.    
Yet, there are no current published articles evaluating the use of this newly manualized 
PTR-F model. One of the book authors, Joseph (2016), evaluated this model on a dissertation 
study, which has not been published in a refereed journal. In the study, the author evaluated the 
process and outcomes of the PTR-F in the areas of family’s level of fidelity in implementing the 
intervention strategies, improvement in confidence and satisfaction implementing a BIP, 
children’s reduction of problem behavior and increase in desirable behavior, and social validity 
of the PTR-F process and outcomes. The participants were three children, all age 3 who were 
diagnosed with ASD and had problem behavior. All three children lived at home with their 
parents and siblings. One child was also commonly cared for by a nanny. The targeted routines 
during the study were morning time, leaving the house, and bed time.  This study used a 
withdrawal design (ABAB) where the intervention was removed briefly and then presented 
again. During the second intervention phase the author provided coaching and feedback to help 
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the parents re-implement the intervention. The results showed that all families implemented the 
intervention appropriately with fidelity scores of 80% or more. The children’s problem behaviors 
reduced and alternate behaviors increased during intervention phases. All families reported high 
rates of satisfaction and increased confidence during the second intervention phase in 
implementing the intervention with fidelity and monitoring child progress using the behavior 
rating scales.  
Therefore, the purpose of the proposed study was to assess the feasibility of the newly 
manualized PTR-F for use with Hispanic families of children with ASD and to establish its 
preliminary evidence of efficacy in increasing desirable behavior and reducing problem behavior 
in children with ASD who have difficulty adjusting to family routines.  Specific research 
questions were:  
(a) Can families of Hispanic backgrounds implement the PTR-F intervention plan with 
fidelity with the help of a facilitator?  
(b) Does implementation of the PTR-F intervention plan by parents increase desirable 
behavior and reduce problem behavior in their children?  
(c) Will the PTR-F process provide high social validity?    
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Chapter 2: Method 
 
Participants  
The participants in this study were three Hispanic families of children with ASD ages 3 
to 6 years old. The families were recruited by referrals from behavior analysts, clients of the 
primary investigator, and family referral. The primary investigator shared the study flyers with 
coworkers to find families of children diagnosed with ASD who might benefit from participating 
in the study. The inclusion criteria for the children included: (a) engage in problem behavior that 
interferes with family daily routines, (b) have difficulty expressing their wants and needs using 
any type of communication, and (c) can follow 1-step directions. Children who engaged in 
severe self-injurious behavior (e.g., head banging, biting, scratching) or problem behavior less 
than 25% of the routine, based on observations were excluded from the study. Additional 
eligibility criteria for families were: (a) have Hispanic background, (b) speak English or Spanish, 
(c) their child has difficulty with everyday routines due to problem behavior, (d) be interested in 
using the PTR intervention strategies during family routines, (e) use a smartphone on a daily 
basis and be familiar with communicating via text message, and (f) be willing to video-record the 
observation sessions. All the participants were provided a pseudonym and no real names were 
provided.  
 Derek. Derek was a 5-year-old boy diagnosed with ASD at 2 years old by a neurologist. 
He lived at home with his mom, dad, and little brother. His parents were Puerto Rican and had 
lived in the U.S. for 4 years. Mom had an associate degree, and dad had 2 years of college. Both 
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parents were Spanish speaking, but they spoke English. At home they spoke in Spanish the most, 
but they spoke some English to Derek at times. During the study, Derek received 16 hours of 
Applied Behavior Analysis (ABA) weekly. He also received speech therapy and occupational 
therapy. At the time of the study, Derek was toilet trained. He was non-verbal and communicated 
using a few signs and gestures. Derek attended a public elementary school where he received 
special education services 5 days a week. He could follow 1-step instructions but had difficulty 
completing his morning routine to get ready for school. He also did not do well transitioning 
between routines. He engaged in task refusal in the form of aggression, eloping, crying, and 
flopping to the ground, which created delays in completing his routine and getting to school on 
time.   
 Jacob. Jacob was a 5-year-old boy diagnosed with ASD at 2 years old by his neurologist. 
He lived with his mom and dad. His half brothers and sisters who lived nearby were actively 
involved in his daily life. Jacob’s parents were both Spanish speaking Puerto Ricans who spoke 
very little English. However, mom would speak to Jacob in both Spanish and English throughout 
the day. They had lived in the U.S. for over 2 years and both had associate degrees. Previous to 
the study, Jacob was receiving 10 hours of ABA therapy per week. He also was receiving weekly 
speech therapy, occupational therapy, and feeding therapy. Jacob attended a public elementary 
school where he received special education services 5 days a week. He communicated verbally 
with 2- to 3-word sentences only when he was highly motivated. He could follow 1-step 
instructions, but always delayed the completion of the demand. He had trouble completing his 
morning routine of getting out of bed and taking a shower when mom placed the demand. He 
could use the toilet independently and had no trouble completing the demand to use the toilet, 
but he refused to get in the shower. He also had difficulty getting dressed after showering. He 
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engaged in task refusal in the form of screaming, verbal refusal, flopping to the ground, and non-
compliance which resulted in delay of his routine.   
Ian. Ian was a 3-year old boy diagnosed with ASD at the age of 2 by his neurologist. He 
was cross eyed and was given eye glasses to help him see well. He also suffered from 
constipation and was very sensitive with his mouth (e.g., anyone touching his mouth, opening his 
mouth, swallowing) Ian’s family was from Cuba. Everyone in the family spoke primarily 
Spanish and little to no English. Prior to the study, Jacob was able to say “mom” and “dad”, but 
was completely non-verbal at the time of the study.  He was receiving 6 hours of Applied 
Behavior Analysis (ABA) therapy per week. Verbal training skills were implemented during his 
ABA therapy sessions to help him communicate his wants and needs using a Picture Exchange 
Communication System (PECS) board. He also received speech therapy, feeding therapy, 
physical therapy, and occupational therapy. Ian attended a public elementary school where he 
received special education services 3 days a week. He lived at home with his mother and father. 
His maternal and paternal grandparents were all very involved in his life, helping pick him up 
from school and taking him to his therapies. He has trouble complying with task demands during 
his tooth brushing routine in the morning and at night time. Ian engaged in task refusal in the 
form of flopping to the ground, aggression (i.e., pushing, making contact with an open hand to 
another person, grabbing), and crying during the routine.   
Setting 
The PTR interventions took place where the children engaged in problem behavior during 
family routines. Derek’s target routine was completing his entire morning routine, which took 
place in his bedroom, bathroom, kitchen, and living room. He had to wake up, get dressed, brush 
his teeth, eat his breakfast, allow mom to brush his hair, and go play until it was time to leave for 
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school. For Jacob, the target routine was the morning routine of getting the in shower right after 
waking up and going to the toilet. For Ian, the target routine was tooth brushing. He had to allow 
mom to brush his teeth and comply with his mom’s directions while tooth brushing occurred. 
The meetings with the parents occurred at their respective homes at times that were the most 
convenient for them.   
Recruitment Procedures  
The families were recruited via flyers, word of mouth, family self-referrals, and 
therapists’ referrals from community agencies serving children with ASD. The flyers were 
provided to behavior analysts, which included a brief description of the study, eligibility 
requirements, and researcher contact information. The families interested in the study contacted 
the researcher via phone or email and participated in a brief phone interview to screen eligibility. 
If deemed eligible, a meeting was scheduled to review and sign the informed consent form and 
discus any concerns the family may have with their child’s difficulty engaging in family routines 
and problem behavior. The consent and permission forms included the basics of the study and 
information on how to withdraw if they want to at any time. The researcher addressed any 
questions the family had about the study and consent form before signing the form. All the 
participants were provided a week to make an informed decision if they wished to participate in 
the study. The consent form and flyer were provided to the parents in Spanish to help them fully 
understand the purpose of the study and make an informed decision to participate.  
 Once the families decided to participate in the study, the principal investigator (PI) 
conducted two direct observations during family routines to identify potential target problem 
behavior and determine its initial rate of occurrence. The length of each observation was about 5 
to 30 min depending on the routine. During observations, the potential target problem behavior 
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was measured. If the results of the observations indicated that the rate of the problem behavior 
was over the 25% criterion, the family was eligible to participate in the study. 
Measurement 
 Direct observation of child behavior. The primary dependent measures that were 
directly measured were child desirable behavior and problem behavior that occurred during a 
family routine. Derek’s targeted desirable behavior, getting dressed with minimal help from 
mom and without engaging in problem behavior, was measured by the percentage of steps 
completed without problem behavior (e.g., hitting, crying, flopping to the ground), based on the 
total number of steps. The ‘getting dressed’ task was analyzed according to the following 8 steps: 
(1) taking off his pants, (2) taking off his diaper, (3) putting on a clean diaper, (4) putting on his 
pants, (5) taking his shirt off, (6) putting his shirt on, (7) allowing mom to put his socks on, and 
(8) allowing mom to put his shoes on. Derek’s targeted problem behavior, delaying completion 
of morning routine while engaging in hitting, crying, eloping, and flopping to the ground, created 
a delay to getting to school on time. Delaying the morning routine was measured by the duration 
in min it took Derek to complete his entire morning routine including waking up, getting dressed, 
brushing his teeth, eating breakfast, brushing his hair, and going to play until it was time to go to 
school. 
Jacob’s targeted desirable behavior, dressing himself independently, was measured by the 
percentage of completed steps without prompts or problem behavior (e.g., screaming, saying 
‘no’, flopping to the ground) based on the total number of steps. The task analysis of getting 
dressed included the following 10 steps: (1) sitting down, (2) putting one leg in underwear, (3) 
putting second leg in underwear, (4) standing up and pulling underwear up, (5) sitting down, (6) 
putting one leg in pants, (7) putting second leg in pants, (8) standing up and pulling pants up, (9) 
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putting head in shirt, and (10) putting arms through shirt. For Jacob’s problem behavior, the team 
targeted delaying initiation of the shower routine, which included not getting out of bed and 
going to the toilet while engaging in screaming, verbal refusal (“no”, “I’m funny” “sleep” “get 
away” “goodnight” “nunca” (which means never in Spanish), flopping to the ground, or not 
complying with mom’s request to stop or move. Delaying initiation of the morning routine was 
measured by latency, the time taken for Jacob to get out of bed, use the toilet, and get in the 
shower following his mom’s verbal prompt of “wake up and go to shower”.  
Ian’s targeted desirable behavior was completing a tooth brushing task with his mom’s 
assistance without engaging in problem behavior, which was task analyzed into the following 5 
steps: (1) sitting down, (2) allowing mom to brush his teeth on his left side for at least 3 s, (3) 
allowing mom to brush his teeth on the right side for at least 3 s, (4) allowing mom to brush his 
tongue for at least 3 s, and (5) allowing mom to rinse his mouth. The tooth brushing was 
measured by the percentage of steps completed without problem behavior based on the total 
number of steps. For his problem behavior, the team targeted task refusal during the tooth 
brushing routine, which was defined as engaging in flopping to the ground, aggression(i.e., 
pushing, making contact with an open hand to another person, grabbing), or crying. The task 
refusal was measured using a 5-s partial interval recording procedure. If Ian engaged in task 
refusal at any point during a 5-s interval it was scored as an occurrence. 
PTR-F Behavior Rating Scale. To supplement direct observational data, the parents 
measured their child’s target behaviors indirectly using the PTR-F Behavior Rating Scale (BRS), 
an individualized BRS (Appendix A), which is suggested by the PTR-F developers. A BRS 
comprised of a 5-point Likert-type scale was created individually for each child as used in the 
previous research (Baily & Blair, 2015; Iovannone, Greenbaum, Wang, Dunlap, & Kincaid, 
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2014). For problem behavior, Anchor point ‘5’ indicated a very bad day whereas Anchor point 
‘1’ indicated a very good day. Anchors were set by each family to indicate a very bad day, a so-
so day, and a very good day based on the typical amount of problem behavior occurs during a 
target routine. For desirable behavior, Anchor points were reversed; Anchor point ‘5’ indicated a 
very good day or best day and Anchor point ‘1’ indicated a very bad day or worst day.  
For Derek, a very bad day was characterized by delaying his entire morning routine more 
than 30 min and completing less than 38% (2-3 steps) of the dressing routine, and a very good 
day was characterized by delaying the morning routine less than 15 min and completing 100% (8 
steps) of his dressing routine without problem behavior. For Jacob, a very bad day was 
characterized by delaying initiation of the shower routine more than 9 min and completing less 
than 25% (0-2 steps) of dressing routine, and a very good day was characterized by delaying 
initiation of the shower routine less than 3 min and completing more than 90% of the dressing 
routine steps. For Ian, a very bad day was characterized by engaging in task refusal more than 
90% of the tooth brushing period, and completing less than 20% (0-1 step) of tooth brushing task 
steps. A very good day was cauterized by engaging in task refusal less than 45% of the routine 
and completing 100% (5 steps) of the tooth brushing task.    
Intervention implementation fidelity. Measurement of the fidelity of implementing the 
PTR intervention plan by family members focused on measuring the extent to which family 
members implemented the steps in the BIP as designed. Steps were specified and taught to the 
family members prior to implementation of the plan. Intervention implementation fidelity was 
measured using the individually developed PTR-F Fidelity Strategy Implementation (Appendix 
B), which listed all the steps in the task analysis of intervention strategies to follow during 
intervention. Across participants, 5-11 steps were developed; 8 steps for Derek, 11 steps for 
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Jacob, and 5 steps for Ian. The fidelity was measured as a percentage based on the number of 
steps implemented correctly by the parents divided by the total number of steps that were 
applicable for each routine. On average, the family implementation fidelity was 90% for Derek 
(range = 88-100%), 54% for Jacob (range = 14-100%), and 82% for Ian (range = 71-86%) across 
intervention sessions.  
Procedural integrity.  To ensure that the PTR-F protocol was implemented in the 5-step 
team process as designed, each team used the Self-Evaluation Checklist (Appendix C) to self-
assess the procedural integrity of the PTR-F process implementation throughout the study. The 
Self-Evaluation Checklist used a yes/no response format and consisted of three components with 
a total of 18 items: initiating the PTR-F process (8 items), PTR-F assessment (5 items), and PTR-
F intervention (5 items). On average, 75% of the team meetings (including coaching sessions 
were video-recorded and scored by an independent observer using the same integrity checklist to 
assess reliability of the self-evaluation. After each checklist had been scored, a percentage was 
calculated by dividing the number of steps completed by the total number of steps in each 
checklist. The procedural integrity was 100% for all three families. 
 Social validity. A social validity assessment was conducted with participating families to 
evaluate the PTR-F intervention, using a social validity questionnaire (Appendix D), which was 
adapted by Baily and Blair (2015) from the Treatment Acceptability Rating Form-Revised 
(TARF-R; Reimers & Wacker, 1988). The questionnaire was scored on a 5-point Likert-type 
scale, which measured the acceptability and contextual fit of the PTR intervention plan and 
satisfaction with the intervention outcomes.  Questions regarding acceptability and contextual fit 
focused on identifying the levels of acceptability of the PTR plan, willingness to carry out plan, 
and fit of the plan with existing routine and family’s goals.  Questions regarding satisfaction with 
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the intervention outcomes focused on identifying the extent of undesirable side-effects as a result 
of implementing the plan, and on the effectiveness of the plan in teaching the child appropriate 
replacement behavior. 
 A second type of social validity assessment was conducted during implementation of the 
intervention plan, using the Confidence and Satisfaction Questionnaire (Joseph, 2016) to assess 
the levels of parental confidence with the implementation of the PTR-F intervention and 
satisfaction with the target routine. After each intervention session, parents scored their levels of 
confidence and satisfaction. The level of confidence was scored by selecting: (a) I can’t do this, 
(b) I’m not sure of myself, (c) I am ok at this, (d) I’m good at this, and (e) I got this and I can do 
this! The level of satisfaction with the routine is scored by selecting: (a) extremely frustrated, (b) 
frustrated, (c) OK, (d) satisfied, and (e) extremely satisfied (Appendix E). Overall mean ratings 
were calculated to assess the social validity of PTR-F intervention implementation process. Both 
questionnaires were provided to the parents in Spanish to help them fully understand the 
questions and answer accordingly.  
Data Collection and Inter-Observer Agreement 
All sessions were video recorded and scored by the PI and a research assistant (RA) 
serving as an independent observer. The family members (parents) recorded sessions using a 
password-protected smartphone. The PI provided the recording device to families who choose 
not to use their own device. Each week, the PI transferred the recorded data to a password-
protected and encrypted flash drive for later analysis. The PI trained the RA on how to measure 
the target behaviors, family member’s implementation fidelity, and procedural fidelity. The RA 
scored on average 42% of the video recorded sessions across children (32% for Derek, 50% for 
Jacob, and 45% for Ian) independently to assess Inter-Observer Agreement (IOA). The RA was a 
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graduate student in the ABA Master’s Program, who worked in the field of ABA as a behavior 
technician. The researcher trained the RA before serving as an independent observer, using a 
video clip from a family that was not used for the study. 
For behavior measured by the percentage of steps, IOA was calculated by dividing 
agreements by the total number of agreements plus disagreements in the task analysis between 
the observers, and multiplying by 100%.  For behavior measured by latency or duration, IOA 
was calculated by dividing the smaller or shorter of the two observers’ measurements by the 
larger or longer measurements, and multiplying the result by 100. For implementation fidelity 
and procedural integrity, IOA was calculated by dividing the number of agreements by the 
number agreements plus disagreements, and multiplying the result by100.  
The overall mean IOA was 91% for child behavior. For Derek, IOA averaged 90% for 
desirable behavior (range = 75-100%) and 91% for problem behavior (range = 77-99%). In 
baseline and intervention, his IOA averaged 96% (range = 88-100%) and 88% (range = 75-
100%), respectively.  For Jacob, IOA averaged 82% for desirable behavior (range = 64-100%) 
and 95% for problem behavior (range = 76-100%), with 96% for baseline (range = 88-100) and 
90% for intervention (range = 76-100%).  For Ian, IOA averaged 96% for desirable behavior 
(range = 80-100%) and 89% for problem behavior (range = 79-100%). In baseline and 
intervention, his IOA averaged 95% (range = 79-100%) and 89% (range = 80-100%), 
respectively. The IOA for procedural integrity was 100% in all sessions across children. The 
IOA for family implementation fidelity was 100% in all sessions across children.     
Experimental Design  
 A noncurrent multiple baseline across participants design was used to demonstrate the 
impact of using the PTR-F intervention plan on child behavior. The experiment consisted of 
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baseline and intervention phases. The PI explained the PTR-F process in Spanish to the parents 
but used the English version of the tools to read from during each step.  
Initiation of the PTR-F Process 
Before collecting baseline data, the participating families participated in the first step of 
PTR-F, Initiating the PTR-F Process. The goal of this Step 1 was to decide which members of 
the family would be involved in all aspects of the team process. This step also involved 
identifying specific behavioral goals with regard to the target problem behavior and developing a 
behavior rating scale that was feasible for the family to use on a regular basis to monitor their 
child’s progress during implementation of the intervention. To help assist the parents in data 
collection to monitor their child’s progress, a second, simple data sheet was provided to the 
families. The second data sheet had a list of the task analysis for each child where the parents 
would score the occurrence or non-occurrence of each step. They would then add all the 
occurrences together, and according to that number scored the behavior in the BRS rating scale. 
Both the BRS and the second data sheet were translated into Spanish for the parents to use. The 
families participated in a meeting with the PI (facilitator) to complete the tasks of Step 1. This 
meeting took approximately 15-30 min depending on the family and was conducted entirely in 
Spanish. The families and facilitator decided jointly who would participate as part of the team, 
and their level of involvement in the PTR-F process. The team consisted of each participant’s 
mother and the PI acting as the facilitator. Once the team was assembled, the family routine with 
the most problem behavior was selected. The family routine selected for Derek was his morning 
routine until it was time to go to school; for Jacob, it was the morning shower routine; and for 
Ian, it was the tooth brushing routine in the morning and at night.   
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 During the meeting, the team completed the PTR-F Goal Sheet tool to select one target 
problem behavior to decrease and one desirable behavior to increase, and operationally define 
these behaviors. Additionally, the team developed a PTR-F Behavior Rating Scale (BRS) to be 
used by parents to collect data on child target behaviors. As described in the measurement 
section, this tool used a scale of 1 to 5, which helped the parents collect data easily. During this 
portion of the meeting, the PI trained the families on how to collect data using the BRS. To 
ensure that all the tasks are implemented correctly during this first PTR-F step, the teams 
completed and reviewed the first component of the Self-Evaluation Checklist, Initiating the PTR-
F Process. All documents completed during this step (i.e., PTR-F Goal Sheet, PTR-F Behavior 
Rating Scale, PTR-F Self-Evaluation Checklist, Initiating the PTR-F Process) were translated in 
Spanish to ensure the parents fully understood each section.    
Baseline  
Baseline data were collected following completion of the PTR-F Step 1. During baseline, 
the parents were not given any instructions on the PTR-F intervention strategies but were asked 
to interact with their child in ways that they normally would do during the target routine. 
Baseline sessions were video-recorded 2 to 3 times per week for later scoring. The length of the 
baseline sessions varied, depending on the target routine and family. Direct observational data, 
obtained through viewing of the recorded sessions, were collected on the children’s behaviors 
and parents’ use of any strategies of the PTR-F intervention plan prior to intervention. The 
parents were given the BRS tool that was created during the PTR-F Step 1 to score the target 
behaviors at the end of each session.  
Assessment and Intervention Planning  
Following baseline data collection, each team convened a meeting to participate in Step 2 
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(PTR-F Assessment) and Step 3 (PTR-F Intervention) of the PTR-F process during which a 
functional behavior assessment (FBA) was conducted and a PTR-F intervention plan was 
designed based on the assessment results. This team meeting took approximately 1 hr. During the 
meeting, the procedural integrity checklist items of the second and third components (Assessment 
and Intervention) of the Self-Evaluation Checklist were completed to ensure all the assessment 
and intervention planning steps were followed. 
Assessment. In conducting the assessment, each family team used the PTR-F Assessment 
Checklist, which consisted of three assessment components aligned with three intervention 
components: prevent, teach, and reinforce. The Prevent component of the assessment checklist 
included items that were designed to identify antecedents that precede problem behavior, which 
was the basis for selecting antecedent-based strategies to prevent the problem behavior from 
occurring. The Teach component of the assessment checklist included items that were designed 
to identify appropriate desirable behaviors that could be taught to replace or decrease the 
problem behavior. The information identified from this component was used to select 
instructional strategies that were designed to teach the child an appropriate desirable behavior. 
The Reinforce checklist included items that asked a set of questions about the consequences that 
follow the problem behavior. The end goal of the PTR-F Assessment was to help the parents 
understand the function of the behavior. The assessment results were summarized using the PTR-
F Assessment Summary Table, which identified information on the three PTR assessment 
components. The team members reviewed and discussed the assessment information while 
summarizing the relevant PTR assessment results and developing a hypothesis statements 
regarding the perceived functions of the child’s problem behavior, and determining desirable 
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behavior or skills to teach. The PTR assessments indicated that across all three children the 
function for their problem behavior was escape from demands.       
Intervention planning. Based on the assessment results, each family team participated in 
a PTR-F intervention planning activity to develop a PTR intervention plan. The hypotheses 
developed for the behavior based on the assessment results were used to design the intervention 
plan using the menu of intervention strategies provided in the manual. The menu provided a list 
of evidence-based interventions for addressing problem behavior which were composed of the 
most common and effective strategies in a majority of family routines and circumstances. The 
plan included strategies that focused on manipulating identified antecedents (Prevent), teaching 
desirable behaviors (Teach), and manipulating consequences of the target behaviors (Reinforce).  
Once the PTR intervention strategies were selected, they were summarized using the PTR-F 
Behavior Support Plan Summary form, and the PTR-F Fidelity of Intervention Checklist was 
created, developing a task analysis of the intervention strategies. As suggested by the developers, 
the plan included at least one strategy in each Prevent and Teach component and the core 
strategies of the Reinforce component, logically linking with the assessment results and 
addressing the behavioral functions, as stated in the hypothesis statements. Selected intervention 
strategies were strategies that family members could implement easily and consistently, which 
were respectful of contextual fit and family preferences.  
For Derek, the selected Prevent strategy was using a visual schedule of the morning 
routine that included six pictorial steps, which was reviewed by the parent with Derek at the 
beginning of the morning routine. The Teach strategy was using a visual task analysis of getting 
dressed with self-monitoring and a most-to-least prompting hierarchy to teach Derek to dress 
himself as independently as possible and allow his mom to help him when needed. The strategy 
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focused on teaching Derek to use the visual task analysis board that he could see his progress 
whenever his earned a star by completing a morning routine step during which his mom provided 
physical, gestural, and verbal prompts as needed. The Reinforce strategy was using token 
economy that provided reinforcement for completing the morning and dressing task based on the 
number of stars he earned. It was planned that Derek would be allowed to receive minimal help 
from mom when he would be completing his dressing routine and that once he completed his 
routine and earned all his stars he would be given the opportunity to enjoy free time and an 
edible reinforcer. Specific adaptations were made to Derek’s intervention procedures to be 
culturally appropriate, such as allowing him to be cuddled by mom when he woke up, which 
often delayed the morning routine initiation and completion. Mom was instructed to cuddle him 
for a small amount of time and then provide the demand to get dressed. After that initial demand 
mom was instructed to not allow Derek to hug her or cuddle him again.  
For Jacob, the selected Prevent strategy was Social Story. The Social Story used pictures 
and simple words to guide Jacob on the steps he needed to complete before going to shower. It 
was planned that Mom would read the social story to him when he was waking up and allow him 
to see the pictures of each step as she read the story to him. The Social Story was a paper format 
story book that included 3 pages with 2 sentences on each page and a total of 6 sentences that 
went over the steps Jacob needed to complete to comply with mom’s demand to get in the 
shower. The Teach strategy was the same as that of Derek, which included using a visual task 
analysis of getting dressed with self-monitoring and a most-to-least prompting hierarchy. The 
Reinforce strategy was similar to Derek’s; Jacob was reinforced using a token economy with 
dinosaur tokens that provided reinforcement for completing the dressing task analysis. 
For Ian, the Prevent strategy was providing a distracter by using a smartphone with one 
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of his preferred videos to play at the beginning and in the middle of the brushing routine. It was 
planned that he would be allowed to watch the video on the phone while his mom was initiating 
the routine and brushing his teeth. The Teach strategy was a task analysis of tooth brushing steps 
to be implemented by Ian’s mom in a consistent manner to teach him to comply with the tooth 
brushing demand allowing his mom to brush his teeth. The Reinforce strategy was providing 
reinforcement at the completion of the tooth brushing task. As a reinforcer, it was planned that 
Ian would receive praise from mom in the form of cheering, clapping, and high fives and be 
allowed to continue using the smart phone after the session ended. 
Intervention Implementation 
During this phase, the parents implemented their respective developed PTR intervention 
plans during which they participated in PTR-F Step 4 (Coaching) and Step 5 (Monitoring Plan 
Implementation and Child Progress). Coaching occurred outside of the target family routine due 
to reactivity and scheduling. The first coaching session which was conducted on the first day of 
intervention implementation, included: (a) review of the PTR intervention plan, (b) discussion of 
how to implement the strategies included in the plan, (c) observation of the plan implementation 
including video recording of session, modeling, side-by-side guidance, and problem-solving 
discussion, (d) reflection, and (e) feedback and problem solving. The remaining coaching 
included 1 to 3 coaching sessions that focused on review of progress, during which the facilitator 
reviewed the parent-collected child BRS data to discuss the child progress with the parents. The 
number of coaching sessions was determined by the complexity of the strategies included in 
plan, the parents’ confidence with the strategies, and capacity to use them. Derek’s parent was 
confident about implementing the intervention strategies as indicated by the implementation 
fidelity data, and she only needed one coaching session during intervention, which was provided 
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via a brief 15 min meeting. During the session, the PI and parent discussed the parent’s 
responsibilities during intervention, such as ensuring all the materials were ready before she 
started recording, capturing the entire session with all the steps involved, and using the 
intervention strategies included in the plan. During the initial intervention phase, changes to the 
intervention plan were discussed due to the family wanting to implement toilet training. 
However, the team decided that the toilet training intervention would be designed and 
implemented after the conclusion of the intervention for the morning routine.    
Jacob’s parent implemented the intervention plan with a high level of fidelity and only 
needed two additional coaching sessions. Each coaching session was 30 min long and focused on 
reviewing the PI’s instructions on how to implement the intervention strategies to ensure that the 
mother completed implementing the teaching strategies and providing reinforcement after each 
step. Ian’s parent had difficulty implementing the procedures and received three additional 30-40 
min coaching sessions, which focused on reviewing the instructions provided by the PI to ensure 
the teaching strategies are implemented correctly and reinforcement is delivered after each step 
was completed. Video recorded sessions were also reviewed, which led to team’s decision of 
allowing Ian to have his phone during the entire intervention session and using blocking 
strategies to help teach Ian appropriate behavior during the tooth brushing routine.  Except for 
side-by-side guidance (in-situ coaching), coaching sessions took place in the family home 
wherever they felt most comfortable (e.g., living room, dining room, kitchen). When reviewing 
the plan, the primary family member (Mom) reviewed the steps of the intervention with the 
facilitator. The facilitator ensured that the parent fully understood the intervention strategy 
implementation steps. When needed, the facilitator modeled each step of the procedures and had 
the family member rehearse the steps with the facilitator. The feedback involved providing 
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positive and corrective feedback based on the fidelity score.  
When the families engaged in the last step of PTR-F, monitoring of implementation and 
child progress, they were asked to monitor their child’s progress collecting the BRS data. The 
data helped the team make an informed decision as to whether any changes of the plan needed to 
be made. The facilitator had the parents collect data on the BRS form, and then graphed the data 
when they provided the completed the BRS data collection form. If the child’s problem behavior 
was not decreasing, the team would convene a meeting to discuss changes in the intervention or 
implementation steps. If the child’s behavior decreased and desirable behavior increased as 
planned, no changes were made and the intervention plan was to continue unchanged. Derek’s 
intervention was modified to not provide an edible after each token (e.g., earning a star) when 
working on the dressing task analysis, and to not provide the edible reinforcer after Derek 
completed his entire morning routine. He did not need any additional reinforcer aside from the 
tokens provided. Jacob’s family did not need any specific modifications, but the mother needed 
extra coaching sessions to accurately implement the procedures. Ian’s intervention strategies 
were modified by adding the cell phone with a preferred video to help Ian stay calm still while 
his parent brushed his teeth.  
The facilitator evaluated fidelity with a fidelity checklist that was developed based on the 
task analyzed intervention procedures and based on the PTR-F Fidelity Strategy Implementation 
form provided in the manual. To ensure the parents implement the intervention as planned, 
specific instructions on how to implement the intervention were provided in addition to the 
checklist.  The teams also completed the procedural integrity checklist (Self-Evaluation 
Checklist) at the end of each step of the PTR-F process to ensure each step in the PTR-F process 
was implemented with integrity as suggested by the PTR-F standardized 5-step process. 
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Chapter 3: Results 
 
Child Behavior 
Direct observational data. Figure 1 presents direct observational data on the 
participating children’s target behaviors. As displayed in Figure 1, the PTR-F intervention 
developed and implemented during the 5-step PTR-F process was successful in producing 
positive behavioral outcomes for all three children. Derek’s parent implemented the intervention 
plan during the entire morning routine, which resulted in increases in desirable behavior and 
decreases of problem behavior. As shown in Figure 1, Derek’s desirable behavior, getting 
dressed, was completed during baseline with an average of 30% of the steps, and increased 
during intervention with an average completion of 86% of the steps. Jacob’s intervention was 
implemented during the shower routine that focused on getting into the shower and getting 
dressed after shower. Jacob’s target desirable behavior, getting dressed, was completed during 
baseline with an average of 18% of the steps and increased during intervention to an average 
completion of 87% of the steps. Ian’s intervention was implemented during the tooth brushing 
routine. His target desirable behavior, completing tooth brushing with mom’s assistance, never 
occurred (0%) during baseline, but increased during intervention to an average completion of 
30% of the steps. The intervention resulted in immediate changes in the target desirable behavior 
for Jacob and Ian, demonstrating stable patterns with no overlap in data between baseline and 
intervention phases. For Derek, the intervention did not result in an immediate change in the 
target desirable behavior, and there was overlap in data between the baseline and intervention 
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phases. However, his behavior improved quickly after the initial intervention session and stable 
data was maintained.  
Figure 1 also presents data on the children’s problem behavior. Derek’s problem behavior 
(delaying the morning routine) lasted on average 31 min during baseline and reduced to an 
average of 19 min during intervention. Jacob’s problem behavior (delaying shower routine) was 
scored with latency on average of 7 min during baseline and reduced to 2 min during 
intervention. Ian’s problem behavior (task refusal) occurred on average 80% of intervals during 
baseline and reduced to 63% during intervention.  
 BRS data. Figures 2 and 3 display BRS data on child desirable behavior and problem 
behavior collected by parents, and the corresponding BRS data converted from direct 
observational data. As shown by Bailey and Blair (2015), across children, the parents rated 
desirable behavior consistently lower in baseline than in intervention whereas they rated problem 
behavior consistently higher in baseline than in intervention. Once the intervention was 
introduced, BRS scores of desirable behavior increased by 2-4 points, and scores of problem 
behavior decreased by 2-3 points. The data also indicate that parent-collected BRS results were 
exactly the same or similar to direct observational data, showing similar patterns between data 
paths with one or two nearby anchor points in a few sessions.  
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Figure 1. Percentage of steps completed for desirable behavior and duration in min, latency 
in min, or percentage of intervals for problem behavior across phases 
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Figure 2. PTR-F BRS scores by parents and the corresponding BRS scores converted 
from direct observations for desirable behavior across children. 
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Figure 3. PTR-F behavior rating scale scores by parents and the corresponding BRS 
scores converted from direct observations for problem behavior across children.  
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Social validity. Table 1 presents the rating scores on TARF-Rs, which were completed 
by parents at the end of the intervention phase. Derek and Jacob’s parents reported high ratings 
and Ian’s parent reported a neutral rating, indicating a high or moderate level of acceptability and 
satisfaction with the PTR-F intervention. Derek’s parent rating was a mean of 4.73 out of 5. 
Jacob’s parent rating was a mean of 4.33 out of 5. Ian’s parent rating was a mean of 3.8 out of 5.  
Table 2 presents the results of the social validity ratings on the Confidence and 
Satisfaction Questionnaire, which were completed by parents at the end of each intervention 
session. Their ratings on this questionnaire were similar to those on TARF-R, indicating that 
Derek and Jacob’s parents were highly satisfied with how the routine went and they were highly 
confident with implementing the intervention plan whereas Ian’s parent was moderately satisfied 
with the routine and moderately competent with implementing the intervention plan during the 
intervention phase. Out of 5, the overall mean rating was 4.4 for Derek’s parent, 4.5 for Jacob’s 
parent and 3.0 for Ian’s parent. As shown in Table 2, across both the satisfaction and confidence 
areas, the mean ratings of the satisfaction area were 4.8, 4.0, and 3.0 for Derek, Jacob, and Ian’s 
parent, respectively, and the mean ratings of the confidence area were 4.0, 5.0, and 3.0, for 
Derek, Jacob, and Ian’s parent, respectively. 
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Table 1: Social Validity Survey (TARF-R) Results  
 Derek 
Mom 
Jacob 
Mom 
Ian 
Mom 
Mean 
1. Given the child’s behavior problems, how acceptable did 
you find the PTR behavior plan? 
5 4 3  
2. How willing were you to carry out this behavior plan? 5 5 5  
*3. To what extent were there disadvantages to following the 
behavior plan? 
4 3 5  
*4. How much time was needed each day for you to carry out 
the behavior plan? 
3 4 3  
5. To what extent do you think the behavior plan was 
effective in reducing problem behaviors? 
5 4 3  
6. Do you feel that following this plan will result in 
permanent improvements in the child’s behavior? 
5 5 5  
*7. How disruptive was it to carry out the behavior plan? 4 4 1  
8. How much did/do you like the procedures used in the 
behavior plan? 
5 5 5  
9. How likely is it that you will continue to implement the 
procedures in the plan after this research is terminated? 
5 5 5  
*10. To what extent did you observe undesirable side effects 
as a result of the behavior plan? 
5 5 5  
*11. How much discomfort did the child experience during the 
behavior plan? 
5 3 3  
12. How willing were you to change routines in order to carry 
out the behavior plan? 
5 5 3  
13.  How well did carrying out the plan fit into your current 
routines? 
5 4 5  
14.  How effective was the intervention in terms of teaching 
the child appropriate behavior? 
5 4 3  
15.  How well did the goal of the intervention fit with the 
team’s goal for improvement of the child’s behavior? 
5 5 3  
Mean 4.73 4.33 3.8  
Note: *Reverse score items (i.e., 1 becomes 5, 2 becomes 4)  
 
     35 
Table 2: Confidence and Satisfaction Survey Results 
Name 
Confidence and 
Satisfaction 
(overall) 
How frustrated/satisfied you are 
with how the routine went. 
How confident you feel 
implementing the behavior 
intervention plan. 
Derek 4.4 4.8 4 
Jacob 4.5 4 5 
Ian 3 3 3 
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Chapter 4: Discussion 
 
 This study assessed the feasibility of the newly manualized PTR-F for use with Hispanic 
families of children with ASD and examined the preliminary evidence of efficacy in increasing 
desirable behavior and reducing problem behavior in children with ASD who have difficulty 
adjusting to family routines.  More specifically, the researcher investigated whether families of 
Hispanic backgrounds, with the help of a facilitator, could implement the PTR-F intervention 
plan with fidelity, whether the parental implementation would increase desirable behavior and 
reduce problem behavior, and whether the PTR-F process and outcomes would provide high 
social validity. The results indicated that parents of Hispanic background could implement PTR-
F intervention strategies with the help of a facilitator to increase desirable behavior and reduce 
problem behavior in their children with ASD. All three children’s alternate desirable behavior 
increased, and problem behavior reduced significantly when the parents implemented PTR-F 
interventions.  
 The current study adds to the literature on the family centered PTR model by assessing 
treatment outcomes for children with ASD from Hispanic families. The two published studies 
that examined the application of the PTR model to families of children with disabilities targeted 
only White Caucasian families (Baily & Blair, 2015; Sears et al., 2013). Furthermore, this is the 
second study that examined the feasibly of using the newly published PTR-F model (Dunlap et 
al., 2015). Currently, only one dissertation study (Joseph, 2016) has been conducted to examine 
use of the new manualized PTR-F with three families of typically developing 3-year-old children 
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with challenging behavior. The ethnic backgrounds of the families were not reported in the 
Joseph (2016) study. 
 The results of this study are consistent with the previous studies on the PTR-F model, 
demonstrating a functional relationship between the model implementation and changes in 
children’s desirable behavior and problem behavior. As numerus studies on family-centered 
behavioral interventions have reported, the current study demonstrates that involving families in 
all aspects of behavior assessment and intervention can greatly lead to positive outcomes for 
children with challenging behavior (Buschbacher et al., 2004; Cheremshynski, Lucyshyn, & 
Olson, 2013; Lucyshyn et al., 2007; Moes & Frea, 2002). The parents of the three families in the 
current study all participated in the 5-step PTR-F process and performed as key intervention 
agents implementing the intervention for their children at home.  
 During intervention, Derek’s parent implemented the intervention with high 
implementation fidelity and received only one coaching session. When progress monitoring was 
conducted, the PI (facilitator) and Derek’s parent determined that Derek did not need an edible 
reinforcer to complete his visual task analysis. Jacob’s parent received two coaching sessions of 
which one was via telephone due to the parent’s busy schedule.  Ian’s parent received three 
coaching sessions due to difficulty reducing Ian’s problem behavior. The facilitator and Ian’s 
parent met to discuss the progress and adjusted the intervention to make it easier for Ian to 
comply with the tooth brushing task analysis. Overall, the three families were successful with 
increasing desirable behavior and decreasing problem behavior.  
 Hispanic families have different beliefs and methods than families from other heritages 
for nurturing and raising their children; thus, using culturally-adapted interventions is imperative 
in supporting these families (Barker et al., 2010; Baumann et al., 2015; Calzada, 2010; Martinez 
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& Eddy, 2005). In order for the PI to expect Hispanic parents to follow implementation steps and 
instructions, the PI needed to understand their cultural background and be open to allowing 
certain behaviors. For example, Derek’s parent started by waking him up in the morning and 
cuddling him for a few minutes. Cuddling was in the form of hugging, kissing, and allowing 
Derek to delay the demand to wake-up. With other cultures, behavior analysts might ask the 
parent not to cuddle their child because it would allow them to escape the wake-up demand. 
Hispanic mothers typically hug and kiss their children even when they are misbehaving. An 
important factor during this intervention was to be culturally sensitive in order to have a good 
relationship with the parent. The researcher (facilitator) of this study was of Puerto Rican 
heritage. She was fluent in Spanish and English interchangeably. The cultural background of the 
researcher might have been part of the success of this study. The researcher was able to connect 
with the parents at a high level having a strong rapport with them. Being able to connect with the 
parents allowed the researcher to have a better insight as to what was needed and how to address 
certain matters. Parents were very welcoming of the researcher at their home and were 
comfortable around the researcher when talking about their children’s problem behaviors and 
how to address them. Another factor to be considered in working with families with disabilities 
might be their stress related to parenting. When the facilitator and the parent met during coaching 
sessions, the parents would often digress off subject to discuss other stressful events in their life 
or their child’s life. The facilitator patiently had to listen and respond to the parent, then 
redirected the parent back to discussing the intervention process, which might have resulted in 
longer time to deliver coaching session.   
 The results of the study suggest that interventions that are simple and easy to implement 
by families are associated with high levels of implementation fidelity and social validity. 
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Although only one strategy was selected and implemented in each PTR component, changes in 
the children’s behavior were noticeable. This is beneficial, as interventions with few numbers of 
components are easy for parents to implement. During designing intervention plans, the families 
were highly dependent on the facilitator for identifying and selecting appropriate intervention 
strategies. Derek’s parent was open to suggestions and helped the facilitator brainstorm ideas to 
select the best intervention. The parent suggested that stars would be of interest to Derek since he 
has come in contact with them previously, and the parent was open to adding an edible reinforce 
when suggested by the facilitator. During intervention, the parent’s suggestion concerning stars 
was successful and the edible item was not needed to reinforce Derek. Jacob’s parent brought 
relevant ideas and options to the meetings and offered appropriate suggestions. The facilitator 
incorporated the parent’s suggestions into the plan. Ian’s parent did not participate in the 
intervention planning as much as the other parents; instead, she relied heavily on the facilitator’s 
suggestions, offering input only after the facilitator suggested an intervention. All parents had 
difficulty with implementing the intervention initially because the intervention involved targeting 
morning routines when the facilitator was typically not present. 
 The results of the study also suggest that conducting a functional analysis might be 
necessary to confirm the functions of the children’s target problem behaviors. Although it was 
hypothesized that the children’s problem behaviors were maintained by negative reinforcement, 
attention given to the children during the target routine might have reinforced their problem 
behaviors. Confirming the hypothesized functions might have helped the teams design more 
effective intervention plans.   
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Limitations 
 When the facilitator participated in observation in the morning, Jacob and Ian behaved 
differently than when the facilitator was absent, which might have affected the children’s 
behavior in a few sessions. Throughout the study, all three families had external issues that 
interfered with data collection. Derek’s parent had difficulty using her personal phone to record 
sessions, which resulted in inconsistent data collection. To resolve this issue, the facilitator 
provided the parent with an extra phone with which to record the sessions. Jacob’s family 
scheduled a one-week vacation, requiring the intervention to be paused; after the family 
vacation, Jacob was in the hospital for 2 weeks, extending the intervention pause to 3 weeks. 
Ian’s family did not have any major obstacles to the study; however, the parent was only able to 
video record sessions when other family members were in the house, leaving sessions being 
intermittently video recorded for post-implementation analysis.  
Implications for Practice and Future Research 
 As discussed earlier, professionals who want to use the PTR-F should consider 
suggesting that families select only one strategy to implement for each PTR component, and add 
additional strategies as needed. Based on the child’s level of responding to the implementation of 
the initially selected intervention strategies, the team should determine in each component the 
need for adding additional strategies. This might be the most crucial aspect in individualizing the 
PTR-F, given that the purpose of the manualized intervention is providing tools that are easy for 
professionals and families to use. During the course of the study, the researcher found that 
simplifying the PTR-F Assessment and Intervention tools might be needed to make the 
assessment process more efficient and help the parents understand the antecedent stimuli and 
functions of problem behavior and select effective intervention. Future researchers who are 
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interested in replicating the study might want to simplify the tools (forms) to make them more 
feasible for use with families.  
 The assessment and intervention related forms used in this study were taken from the 
newly manualized PTR-F manual. Parents used all the forms in the manual with the help of the 
facilitator. The forms were translated into Spanish to facilitate parental understanding and use. 
The parents could not score their children’s target behaviors that were measured with percentage, 
directly into the BRS coding forms in a one-step process. The facilitator created additional tally 
sheets for task analysis of each child to help the parents use the BRS data collection form. After 
the parents scored the data on the data sheet, they transferred the cumulative data to the BRS 
forms. Each BRS had a range of completed steps for each task analysis, making it easier for them 
to score. Derek and Jacob’s parents were highly successful with using the intermediate tally 
sheet and then transferring the data to the BRS. Because of time constraints, Ian’s parent had 
difficulty recording data during or immediately after each session; therefore, she scored the 
session data at a later time while watching the videos. This suggests a simplified data collection 
method should be created for future studies to help parents score data accurately and with more 
confidence.  
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APPENDIX A 
PTR-F Behavior Rating Scale 
Child: ______________________     Rater: ____________________      Routine: ___________________       Month: _____________ 
Date/Time                     
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Desirable behavior: ____________________________    Challenging behavior: ___________________________ 
5 = _________________________________________    5 = __________________________________________ 
4 = _________________________________________      4 = __________________________________________ 
3 = _____________________________________________                      3 = ______________________________________________ 
2 = _____________________________________________   2 = ______________________________________________ 
1 = _____________________________________________   1 = ______________________________________________ 
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APÉNDICE A 
PTR-F Escala de Calificación del Comportamiento 
Niño: _______________________   Apreciador: ____________________   Rutina: _____________________   Mes: _____________ 
Fecha/Hora                     
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Comportamiento deseable: ______________________    Comportamiento desafiante: ______________________ 
5 = _________________________________________    5 = __________________________________________ 
4 = _________________________________________      4 = __________________________________________ 
3 = _____________________________________________                      3 = ______________________________________________ 
2 = _____________________________________________   2 = ______________________________________________ 
1 = _____________________________________________   1 = ______________________________________________ 
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APPENDIX B 
PTR-F Fidelity of Strategy Implementation Form 
Child: __________________________ Routine: ________________________   Date: ______________ 
 
Estrategias para utilizar durante momentos de comportamientos problemáticos:  
- Cuando YC no se levante de la cama lo vas a ayudar guiándolo físicamente  
- Cuando YC se tire al suelo lo vas a levantar inmediatamente y repetir la instrucción (por 
ejemplo: “levántate YC” “vamos al baño” “ve a la cocina”) 
- No tengas una conversación sobre lo que él está haciendo o intentando hacer (por ejemplo: “YC 
dale que tienes que ir a la escuela” “YC no hagas eso” “YC avanza”) 
- Siempre hazlo completar la instrucción aunque él se resista y repite la instrucción hasta que la 
complete 
- Lo vas a ayudar si el necesita ayuda para completar un paso (por ejemplo si no puede subirse el 
pantalón lo ayudas físicamente pero no digas “YC mira aquí” “YC avanza”) 
- Cuando le des un token celebra en grande su logro “good job!” y recuérdale cuantos pasos 
quedan para ganarse el pilón y que luego va ir a la escuela 
 
Morning Routine Task Analysis 
Date          
1. Ten todos los materiales listos antes de comenzar 
la intervención y la grabación        
  
2. Utiliza las estrategias delineadas abajo para 
reducir el comportamiento problemático         
  
3. Comienza a grabar y levanta a YC “buenos días”           
4. Ensénale el token board para que el vea todos los 
pasos que tiene que completar y el premio que va 
recibir al terminar 
       
  
5. Mientras él vaya completando cada paso le vas a 
dejar saber cuántos pasos le faltan         
  
6. Cada vez que YC complete cada paso de la rutina 
se le dará un token         
  
7. Asegúrate grabar hasta que YC juegue con algo 
cuando le digas “go play”         
  
8. Cuando el reciba todos sus tokens le darás el pilón 
inmediatamente          
  
Total                
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APPENDIX C 
Self-Evaluation Checklist: 
 Initiating the PTR-F Process 
1. Have the family and facilitator established good communication and agreed to 
adopt the PTR-F model?  
Yes No 
2. Have the family and facilitator agreed on additional team members and invited 
them to participate? 
Yes No 
3. Have long-term goals been discussed as a vision for the child and family? Yes No 
4. Have short-term goals for challenging behaviors and desirable behaviors been 
listed on the PTR-F Goal Sheet?  
Yes No 
5. Has a specific challenging behavior been identified as a target, and has it been 
operationally defined?  
Yes No 
6. Have anchors for challenging behavior on the Behavior Rating Scale (BRS) 
been carefully specified so that data collection will be reliable and sensitive to 
behavior change? 
 
Yes 
 
No 
7. Have the procedures of BRS data collection (e.g., who, when) and data 
summary been agreed upon?  
Yes No 
8. Have the data collection procedures been implemented so that all are 
comfortable with their roles and how data will be shared?  
Yes No 
 
PTR-F Assessment 
1. Did the team complete the three PTR-F assessment checklists (i.e., Prevent, 
Teach, Reinforce)? 
Yes No 
2. Were the completed checklists reviewed by the team and summarized on the 
PTR-F Assessment Summary Table? 
Yes No 
3. Were hypotheses developed to summarize the team’s understanding of the 
function of the child’s challenging behavior and the ways that the behavior is 
influenced by the environment?  
 
Yes 
 
No 
4. Has a specific desirable behavior been identified as a target, and has it been 
operationally defined on the PTR-F Goal Sheet?  
Yes No 
5. Have anchors for desirable behavior on the Behavior Rating Scale been 
carefully specified so that data collection will be reliable and sensitive to 
behavior change?  
 
Yes 
 
No 
 
     52 
  
PTR-F Intervention 
1. Has the team carefully assessed the status of general parenting strategies, and 
have steps been taken to improve the implementation of these strategies?  
Yes No 
2. Did the team members review the descriptions of the required intervention 
strategies for reinforce and the possible intervention strategies for prevent and 
teach (listed in the PTR-F Intervention Menu)?  
 
Yes 
 
No 
3. Did the team decide on intervention strategies to include in the child’s 
behavior support plan?  
 
Yes 
 
No 
4. Did the team complete the PTR-F Behavior Support Plan Summary?  
Yes No 
5. Did the team determine next steps for implementing the behavior support plan 
and the schedule for training and support?  
 
Yes 
 
No 
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APÉNDICE C 
Lista de Verificación de Autoevaluación: 
Iniciando el Proceso de PTR-F 
1. ¿La familia y el facilitador han establecido una buena comunicación y han 
aceptado adoptar el modelo PTR-F?  
Sí No 
2. ¿La familia y el facilitador acordaron miembros adicionales del equipo y los 
invitaron a participar? 
Sí No 
3. ¿Se han discutido los objetivos a largo plazo como una visión para el niño y la 
familia?  
Sí No 
4. ¿Los objetivos a corto plazo para las conductas desafiantes y los 
comportamientos deseables se han incluido en la hoja de objetivos de PTR-F?  
Sí No 
5. ¿Se ha identificado un comportamiento desafiante específico como un 
objetivo? ¿Se ha definido operativamente el comportamiento? 
Sí No 
6. ¿Se han especificado cuidadosamente los anclajes para el comportamiento 
desafiante en la Escala de Evaluación del Comportamiento para que la 
recopilación de datos sea confiable y sensible al cambio de comportamiento? 
 
Sí 
 
No 
7. ¿Se han acordado los procedimientos de recopilación de datos de la Lista de 
Verificación de Autoevaluación (por ejemplo, quién, cuándo) y resumen de 
datos?  
Sí No 
8. ¿Se han implementado los procedimientos de recopilación de datos para que 
todos estén cómodos con sus roles y cómo se compartirán los datos? 
Sí No 
 
Evaluación de PTR-F 
 
1. ¿El equipo completó las tres listas de verificación evaluando el PTR-F (es 
decir, Prevenir, Enseñar, Reforzar)? 
Sí No 
2. ¿Las listas de verificación completadas fueron revisadas por el equipo y 
resumidas en la tabla de resumen de evaluación PTR-F? 
Sí  No 
3. ¿Se desarrollaron hipótesis para resumir la comprensión del equipo de la 
función del comportamiento desafiante del niño y las formas en que el 
comportamiento está influenciado por el ambiente?  
 
Sí 
 
No 
4. ¿Se identificó un comportamiento desafiante específico como un objetivo y el 
mismo se ha definido operativamente en la hoja de objetivos de PTR-F? 
Sí No 
5. ¿Se han especificado cuidadosamente los anclajes para el comportamiento 
deseado en la Escala de Evaluación del Comportamiento para que la 
recopilación de datos sea confiable y sensible al cambio de comportamiento?  
 
Sí 
 
No 
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Intervención de PTR-F 
1. ¿El equipo ha evaluado cuidadosamente el estado de las estrategias generales 
de crianza y se han tomado medidas para mejorar la implementación de estas 
estrategias?  
Sí No 
2. ¿Revisaron los miembros del equipo las descripciones de las estrategias de 
intervención requeridas para reforzar y las posibles estrategias de intervención 
para prevenir y enseñar (enumeradas en el menú de intervención de PTR-F)? 
Sí  No 
3. ¿El equipo decidió estrategias de intervención para incluir en el plan de apoyo 
de comportamiento del niño?  
 
Sí 
 
No 
4. ¿El equipo completó el resumen del plan de apoyo del comportamiento PTR-
F? 
Sí No 
5. ¿El equipo determinó los próximos pasos para implementar el plan de apoyo 
de comportamiento y el programa de entrenamiento y apoyo? 
 
Sí 
 
No 
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APPENDIX D  
Social Validity Questionnaire  
  
Directions: Please score each item by circling the number that best indicates how you feel about the PTR-
F intervention plan.  
 
1. Given the child’s behavior problems, how acceptable did you find the PTR-F behavior plan?  
 
__________1____________2_____________3____________4____________5________ 
          Not acceptable                     Neutral        Very acceptable  
    
2. How willing were you to carry out this behavior plan?  
 
__________1____________2_____________3____________4____________5________ 
            Not willing                    Neutral   Very willing  
 
3. To what extent were there disadvantages to following the behavior plan? 
 
__________1____________2_____________3____________4____________5________ 
       No disadvantages     Neutral          Many disadvantages 
 
4. How much time was needed each day for you to carry out the behavior plan? 
 
__________1____________2_____________3____________4____________5________ 
             Little time                 Sometime    Much time  
   
5. To what extent do you think the behavior plan was effective in reducing problem behaviors? 
 
__________1____________2_____________3____________4____________5________ 
           Not effective   Somewhat effective  Very effective 
 
6. Do you feel that following this plan will result in permanent improvements in the child’s behavior? 
 
__________1____________2_____________3____________4____________5________ 
              Unlikely                Possibly    Very likely  
 
7. How disruptive was it to carry out the behavior plan? 
 
__________1____________2_____________3____________4____________5________ 
      Not at all disruptive    Slightly disruptive   Very disruptive 
 
8. How much did/do you like the procedures used in the behavior plan? 
 
__________1____________2_____________3____________4____________5________ 
             Not at all     Somewhat   Very much 
 
9. How likely is it that you will continue to implement the procedures in the plan after this research 
is terminated?  
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__________1____________2_____________3____________4____________5________ 
              Unlikely                          Somewhat likely                  Very likely  
 
10. To what extent did you observe undesirable side effects as a result of the behavior plan? 
 
__________1____________2_____________3____________4____________5_______        
 No side effects        Neutral                       Definite side effects 
 
11. How much discomfort did the child experience during the behavior plan? 
 
_________1____________2_____________3____________4____________5_________    
Little discomfort    Some discomfort              Significant discomfort 
12. How willing were you to change routines in order to carry out the behavior plan? 
 
__________1____________2_____________3____________4____________5________ 
            Not willing    Somewhat willing      Willing  
 
13. How well did carrying out the plan fit into your current routines? 
 
__________1____________2_____________3____________4____________5________ 
             Not at all     Somewhat                  Very well  
 
14. How effective was the intervention in terms of teaching the child appropriate behavior?  
 
__________1____________2_____________3____________4____________5________     
Not effective         Somewhat effective             Very effective  
 
15. How well did the goal of the intervention fit with the team’s goal for improvement of the child’s 
behavior? 
 
__________1____________2_____________3____________4____________5________ 
             Not at all      Somewhat    Very well 
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APÉNDICE D  
Cuestionario de Validez Social 
  
Instrucciones: Marque cada elemento haciendo un círculo en el número que mejor se ajuste a su opinión 
sobre el plan de intervención PTR-F.   
 
1. Teniendo en cuenta los problemas de comportamiento del niño, ¿qué tan aceptable le pareció el 
plan de comportamiento PTR-F?  
 
__________1____________2_____________3____________4____________5________ 
            Inaceptable        Neutral                   Muy aceptable  
    
2. ¿Qué tan dispuesto estuvo usted a llevar a cabo este plan de comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
          No dispuesto        Neutral              Muy dispuesto  
 
3. ¿En qué medida hubo desventajas para seguir el plan de comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
         Sin desventajas        Neutral            Muchas desventajas 
 
4. ¿Cuánto tiempo se necesitó cada día para que usted pueda llevar a cabo el plan de 
comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
           Poco tiempo               Algún tiempo                           Mucho tiempo 
   
5. ¿En qué medida cree que el plan de comportamiento fue efectivo para reducir las conductas 
problemáticas? 
 
__________1____________2_____________3____________4____________5________ 
            No efectivo                              Algo efectivo              Muy efectivo 
 
6. ¿Siente que seguir este plan dará como resultado mejoras permanentes en el comportamiento del 
niño? 
 
__________1____________2_____________3____________4____________5________ 
            Improbable                              Probable                Muy probable  
 
7. ¿Qué tan complicado fue llevar a cabo el plan de comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
       Cero complicación           Un poco complicado                      Muy complicado 
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8. ¿Cuánto le gustaron / le agradaron los procedimientos utilizados en el plan de comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
        No me agrado              Me agrado un poco            Me agrado mucho 
 
9. ¿Cuán probable es que continúes implementando los procedimientos en el plan después de que 
esta investigación finalice?  
 
__________1____________2_____________3____________4____________5________ 
            Improbable       Probable                Muy probable  
 
10. ¿En qué medida observó efectos secundarios indeseables como resultado del plan de 
comportamiento?  
 
__________1____________2_____________3____________4____________5________               
Sin efectos secundarios      Neutral                               Efectos secundarios  
                                                                                                                                       definidos  
 
11. ¿Cuánta incomodidad experimentó el niño durante el plan de comportamiento? 
 
_________1____________2_____________3____________4____________5_________                          
Poca incomodidad              Alguna incomodidad        Incomodidad significativa                                                                                         
12. ¿Qué tan dispuesto estaba a cambiar las rutinas para llevar a cabo el plan de comportamiento? 
 
__________1____________2_____________3____________4____________5________ 
          No dispuesto      Dispuesto              Muy dispuesto  
 
13. ¿Qué tan bien encajo el plan en tus rutinas actuales?  
 
__________1____________2_____________3____________4____________5________ 
        De ningún modo           Bien       Muy bien  
 
14. ¿Qué tan efectiva fue la intervención en términos de enseñarle al niño un comportamiento 
apropiado? 
 
__________1____________2_____________3____________4____________5________                                                 
No efectivo     Algo efectivo                Muy efectivo  
15. ¿Qué tan bien encajó el objetivo de la intervención con el objetivo del equipo para la mejora del 
comportamiento del niño?  
 
__________1____________2_____________3____________4____________5________ 
        De ningún modo            Bien     Muy bien 
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APPENDIX E 
Confidence and Satisfaction Questionnaire 
 
Directions: Please score each item by circling the response that best indicates how you feel after 
completing the routine. 
 
Child: _______________________  Rater: __________________  Routine: ________________ 
 
Date: Please circle how frustrated/satisfied you are with how the routine went. 
______________________________________________________________________ 
Extremely                 Frustrated                Ok                Satisfied                 Extremely  
frustrated                                                                                                        satisfied  
 
Please circle how confident you feel implementing the behavior intervention plan.  
______________________________________________________________________ 
I can’t do         I’m not sure of          I am ok at           I’m good at           I got this & I  
    this                    myself                      this                       this                   can do this! 
 
 
Date:  Please circle how frustrated/satisfied you are with how the routine went. 
______________________________________________________________________ 
Extremely                 Frustrated                Ok                Satisfied                 Extremely  
frustrated                                                                                                        satisfied  
 
Please circle how confident you feel implementing the behavior intervention plan.  
______________________________________________________________________ 
I can’t do         I’m not sure of          I am ok at           I’m good at           I got this & I  
    this                    myself                      this                       this                   can do this! 
 
 
Date: Please circle how frustrated/satisfied you are with how the routine went. 
______________________________________________________________________ 
Extremely                 Frustrated                Ok                Satisfied                 Extremely  
frustrated                                                                                                        satisfied  
 
Please circle how confident you feel implementing the behavior intervention plan.  
______________________________________________________________________ 
I can’t do         I’m not sure of          I am ok at           I’m good at           I got this & I  
    this                    myself                      this                       this                   can do this! 
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APÉNDICE E 
Cuestionario de Confidencia y Satisfacción Validez  
 
Instructions: Por favor, califique cada elemento haciendo un círculo alrededor de la respuesta que 
mejor indique cómo se siente después de completar la rutina.  
 
Niño: ____________________ Apreciador: _________________  Rutina: __________________ 
Fecha: Por favor circule cuán frustrado / satisfecho está con cómo fue la rutina. 
_____________________________________________________________________ 
Extremadamente            Frustrado            Ok           Satisfecho                Extremadamente   
      frustrante                                                                                                    satisfecho  
 
Por favor marque con un círculo qué tan seguro se siente al implementar el plan de 
intervención de comportamiento. 
______________________________________________________________________ 
No puedo                No estoy seguro              Estoy bien              Soy bueno               Tengo esto y      
hacer esto                   de mí mismo                  con esto                   en esto               puedo hacer esto! 
 
 
Fecha:  Por favor circule cuán frustrado / satisfecho está con cómo fue la rutina. 
_____________________________________________________________________ 
Extremadamente            Frustrado            Ok           Satisfecho           Extremadamente   
      frustrante                                                                                               satisfecho  
 
Por favor marque con un círculo qué tan seguro se siente al implementar el plan de 
intervención de comportamiento. 
______________________________________________________________________ 
No puedo                No estoy seguro              Estoy bien              Soy bueno                 Tengo esto y   
hacer esto                   de mí mismo                  con esto                   en esto                 puedo hacer esto! 
 
 
Fecha: Por favor circule cuán frustrado / satisfecho está con cómo fue la rutina. 
__________________________________________________________________ 
Extremadamente            Frustrado             Ok              Satisfecho                       Extremadamente   
      frustrante                                                                                                          satisfecho  
 
Por favor marque con un círculo qué tan seguro se siente al implementar el plan de 
intervención de comportamiento. 
___________________________________________________________________________ 
No puedo                No estoy seguro              Estoy bien              Soy bueno                   Tengo esto y  
hacer esto                   de mí mismo                  con esto                   en esto                   puedo hacer esto! 
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Consent to Participate in Research & Parental Permission for my Child to Participate in 
Research  
 
Pro #: 00031977  
 
The following information is being presented to help you and your child decide whether or not 
you would like to be a part of a research study. Please read this information carefully and take 
your time making your decision. If you have any questions or if you do not understand the 
information, please ask the researcher to explain any words or information you do not clearly 
understand.  
 
We are asking you to take part, and to allow your child to take part, in a research study called: 
“Using the Prevent-Teach-Reinforce for Families (PTR-F) with Hispanic Families of Young 
Children with ASD”  
 
The person who is in charge of this research study is Melissa Santiago. This person is called the 
Principal Investigator. However, other research staff may be involved and can act on behalf of 
the person in charge. The Principal Investigator is being guided by Dr. Kwang-Sun Blair.  
 
Family-centered practices enhance involvement of parents and other primary caregivers in all 
aspects of assessment and intervention process, which promotes the optimal outcomes for 
children with disabilities. Prevent-Teach-Reinforce for Families (PTR-F) is a standardized 
manual-based intervention intended for use by families with the help of a facilitator to implement 
a behavior intervention plan within family routines. The PTR-F is intended to teach children new 
desirable, appropriate behavior and decrease problem behavior during family routines. 
 
The research will be conducted during family routines or activities at your home. 
 
 
Purpose of the study 
 
The purpose of this study is to assess the feasibility of the PTR-F for use with Hispanic families 
of children with autism spectrum disorders (ASD) and to establish its preliminary evidence of 
positive outcomes in improving behaviors of children with ASD who have difficulty adjusting to 
family routines.   
 
More specifically, we want to know whether families of Hispanic backgrounds can implement 
the PTR-F behavior intervention plan as designed with the help of a facilitator, and whether the 
family members’ implementation of the intervention plan increases desirable behavior and 
reduces problem behavior in their children. 
 
 
 
     62 
Why are you and your child being asked to take part? 
 
We are asking you and your child to take part in this research study because you are a parent or 
caregiver with a child with ASD in the age range (3-7 years old), and there may be a need for 
your child to improve engagement in family routines, learn new communication skills, and 
reduce problem behavior. We would also like to have your participation to teach you how to 
teach your child appropriate behavior and reduce problem behavior using the PTR-F process and 
to answer questions on the acceptance and satisfaction of the PTR-F intervention at the 
conclusion of the research.  
  
Study Procedures: 
 
If you and your child take part in this study, you will be asked to: 
 
 Allow the principal investigator or research staff in your home for a 30-minute screening 
assessment to determine your family’s eligibility. 
 Allow the principal investigator or research staff for one 30-min to 1-hour meetings to 
complete the PTR-F step one (initiating the process) and to teach you how to collect 
baseline data of your child’s problem behavior.  
 Collect baseline data of your child’s problem behavior using the Behavior Rating Scale 
tool during the target routine and video record the routine 2 to 3 times per week over 1 or 
2 weeks for later scoring by the research team.   
 Be willing to undergo a 30-min to 1-hour meeting to complete steps 2 (Assessment) and 
step 3 (Intervention).  
 Allow the principal investigator or research staff to visit your home for approximately 30 
min to 1 hr long to provide coaching sessions for 2 to 4 times during intervention 
implementation. The total duration of the entire implementation of the Behavior Support 
Plan intervention will take approximately 1 to 2 months.  
 During intervention, monitor your child’s progress collecting data with the Behavior 
Rating Scale tool and video record all of the data collection sessions using the video 
camera provided by the research team. The principle investigator will transfer the 
recorded videos once per week to a password-protected and encrypted computer for later 
analysis. Only the principal investigator and research staff will have access to the videos. 
Personal identifiable information will not be used for the video-recorded data; only ID 
numbers will be used. The videos on the camera will be deleted once they are transferred 
to the password-protected and encrypted computer. The video files will permanently be 
deleted 5 years after termination of the study.  
 Complete two 10-minute surveys on the acceptance and satisfaction with the PTR-F 
intervention. 
 Allow the principle investigator to visit your home 2 weeks after the intervention to 
follow up on the progress of your child’s behaviors.  The follow up visits will be 
approximately once per week for a total of 2 to 3 times.  
 Allow the PI to communicate with you via their personal mobile device, i.e., text 
messages over the course of study to remind you of implementing the behavior 
intervention plan and monitoring your child progress. 
 
 
 
Total Number of Participants 
 
     63 
A maximum of 12 individuals (4 children and 8 parents) will take part in this study. 
 
 
Alternatives / Voluntary Participation / Withdrawal 
 
If you decide not to let your child take part in this study and you do not participate, that is okay. 
Instead of being in this study, you and your child can choose not to participate. 
 
You and your child should not feel that there is any pressure to take part in the study. You and 
your child are free to participate in this research or withdraw at any time. There will be no 
penalty or loss of any kind if you and your child chose not to participate or withdraw from this 
study. The decision to not participate or withdraw will not affect you or your child in any way. If 
you and/or your child decide to stop taking part in the study, tell the study staff as soon as you 
can. 
 
 
Benefits 
 
The potential benefits of participating in this research study include: 
 Parents can likely benefit from the study by increasing their knowledge on implementing 
interventions that will help them teach their child appropriate behaviors.  
 Children can likely benefit from the study by increasing engagement in family routines, 
learning how to behave appropriately, and decrease problem behavior.  
 
 
Risks or Discomfort 
 
This study has been designed in a way that potential risks to participants are no greater than 
those ordinarily encountered. The principal investigator and research staff will protect 
participant’s privacy. Parents will be given an ample amount of time to decide to participate after 
consent forms are given.  
 
 
Compensation 
 
You will receive no payment of other compensation for taking part in this study.  
 
 
Costs 
 
It will not cost you anything to take part in this study.  
 
Privacy and Confidentiality 
 
The principal investigator will ensure you and your child’s privacy. The principal investigator 
will keep all records in a locked cabinet in her office and destroy them 5 years after the 
termination of the study. Certain people may need to see your study records. Anyone who looks 
at your records must keep them confidential. These individuals include: 
 The research team, including the principal investigator and all other research staff. 
 Certain government and university personnel whom need to know more about the study, 
and individuals whom provide oversight to ensure that we are doing the study in the right 
way. 
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 The University of South Florida (USF) Institutional Review Board (IRB) and related staff 
who have oversight responsibilities for this study, including staff in USF Research 
Integrity and Compliance. 
It should be known that we may publish what we learn from this study. If we do, we will not 
include your name. We will not publish anything that would allow people to identify you or your 
child. 
 
 You can get the answers to your questions, concerns, or complaints 
 
If you have any questions, concerns, or complaints about this study, or experience an 
unanticipated problem, please call or email Melissa Santiago at (787) 370-7090, or 
msantiago2@mail.usf.edu immediately. 
 
If you have questions about your rights as a participant in this study, have complaints, concerns, 
or issues you want to discuss with someone outside this research study, please call the USF IRB 
at (813) 974-5638 or contact by email at RSCH-IRB@usf.edu. 
 
Consent to Take Part in this Research Study 
 
I freely give my consent to take part and let my child take part in this study. I understand that by 
signing this form I am agreeing to take part in and to let my child take part in research. I have 
received a copy of this form to take with me. 
 
 
__________________________________________________   ________________ 
Signature of Person and Parent of Child Taking Part in Study  Date   
   
 
__________________________________________________ 
Printed Name of Person and Parent of Child Taking Part in Study 
 
   Statement of Person Obtaining Informed Consent 
 
I have carefully explained to the person taking part in the study what he or she can expect from 
their participation. I confirm that this research subject speaks the language that was used to 
explain this research and is receiving an informed consent form in their primary language. This 
research subject has provided legally effective informed consent.   
 
____________________ ________________                _________________ 
Signature of Person Obtaining Informed Consent     Date 
 
____________________________________ _____                                      _________________ 
Printed Name of Person Obtaining Informed Consent                                               Date 
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Consentimiento para participar en la investigación y autorización de los padres para que 
mi hijo participe en la investigación 
 
Pro #: 00031977  
 
 
La siguiente información se presenta para ayudar a usted y su hijo a decidir si le gustaría ser 
parte de un estudio de investigación o no. Lea esta información cuidadosamente y tómese su 
tiempo antes de tomar su decisión. Si usted tiene alguna pregunta o si usted no entiende la 
información, por favor pídale al investigador que le explique cualquier palabra o información 
que no entienda con claridad.  
 
Le estamos pidiendo que participe, y que permita a su hijo participar en un estudio de 
investigación llamado: "Usando el manual de Prevenir-Enseñar-Reforzar  (PTR) con familias 
Hispanas con niños con autismo. " 
 
La persona que está a cargo de este estudio de investigación es Melissa Santiago. Esta persona se 
llama la Investigadora Principal. Sin embargo, otro personal de investigación puede estar 
involucrado y puede actuar en nombre de la persona encargada. El otro miembro del equipo de 
investigación, quien coordina el estudio, es la Dra. Kwang-Sun Cho Blair. 
 
Las prácticas en familia ayudan la involucración de los padres a la hora de participar en 
diferentes aspectos de evaluación e intervención, el cual promueve los mejores resultados en los 
niños con discapacidades. Prevenir-Enseñar-Reforzar (PTR) es un manual de intervención con el 
propósito de ser utilizado por familias con la ayuda de un facilitador para implementar un plan de 
intervención de comportamientos durante rutinas de la familia. El PTR-F tiene como propósito 
ensenarles a los niños comportamientos deseables y apropiados, y reducir comportamientos no 
deseables durante rutinas de la familia.    
  
La investigación se llevará a cabo durante las rutinas de la familia o actividades en su hogar.  
 
 
Propósito del estudio 
 
El propósito de este estudio es para evaluar la factibilidad del Prevenir-Enseñar-Reforzar (PTR) 
utilizado con familias Hispanas con niños con autismo (ASD) y establecer evidencia preliminar 
del resultado positivo de mejoría en los comportamientos de los niños con autismo que tienen 
dificultad ajustándose a las rutinas de la familia.   
 
Concretamente, queremos saber si familias Hispanas pueden implementar la intervención de 
comportamientos utilizando el PTR-F como fue diseñado con la ayuda de un facilitador y si la 
implementación de los miembros de la familia aumento comportamientos deseables y redujo 
comportamientos no deseables en sus niños.  
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¿Por qué se le pide a usted y a su hijo que participen? 
 
Le pedimos que usted y su hijo participen en este estudio de investigación porque usted es un 
padre con un niño con trastorno del espectro autista en el rango de edad (3-7 años), y puede ser 
necesario que su hijo  mejore su participación en las rutinas de la familia, aprenda nuevas 
habilidades de comunicación y reduzca el comportamiento problemático. También nos gustaría 
contar con su participación para enseñar a su hijos(as) comportamiento apropiado y habilidades 
de comunicación, utilizando el PTR-F y para responder a las preguntas sobre la aceptación y 
satisfacción con la intervención de PTR-F en la conclusión de la investigación. 
  
Procedimientos del estudio: 
 
Si usted y su hijo participan en este estudio, se le pedirá que: 
 Permita que el investigador principal o el personal de investigación estén en su hogar 
para hacer una prueba (y análisis) de 30 minutos para determinar su elegibilidad para 
participar en el estudio.  
 Permita que el investigador principal o el personal de investigación estén en su hogar 
para una reunión de aproximadamente 30 min a 1 hora para completar el primer paso del  
PTR-F (iniciación del proceso) y para enseñarle a usted como colectar la data del 
comportamiento problemático de su hijo.   
 Colecte data del comportamiento problemático de su hijo(a) con el Behavior Rating Scale 
durante la rutina problemática elegida para el estudio y grabar la rutina 2 o 3 veces por 
semana durante un periodo de 1 a 2 semanas para que el investigador pueda completar su 
análisis.   
 Permita que el investigador principal o el personal de investigación estén en su hogar 
para una reunión de aproximadamente 30 minutos a 1 hora para completar el segundo 
paso (evaluación) y el tercer paso (intervención) del PTR-F. 
 Permita que el investigador principal o el personal de investigación estén en su hogar por 
aproximadamente 30 minutos a 1 hora para proveerle a usted de 2 a 4 sesiones de 
coaching durante el periodo de intervención. La implementación del plan de suporte de 
comportamiento tomara por completar aproximadamente de 1 a 2 meses en total.   
 Grabar en vídeo todas las sesiones de recolección de datos usando la cámara de video 
proporcionada por el equipo de investigación. El personal de investigación recogerá la 
tarjeta de memoria con los videos de la cámara de video y se pondrá en una nueva tarjeta 
de memoria una vez por semana. Solamente el investigador principal y el personal de 
investigación tendrán acceso a los videos. La información personalmente identificable no 
se utilizará para los datos grabados en video; Sólo se utilizarán números de identificación. 
Los videos de la cámara se borrarán una vez que se transfieran al servidor protegido por 
contraseña y encriptado por la universidad. Los archivos de vídeo se almacenarán en el 
servidor de la universidad durante 5 años después de la finalización del estudio. Después 
de eso, los archivos serán borrados permanentemente. 
 Completar dos encuestas de 10 minutos sobre la aceptación y satisfacción con la 
intervención. 
 Permita que el investigador principal o el personal de investigación estén en su hogar por 
2 semanas luego de la intervención para estar al tanto del progreso de los 
comportamientos de su hijo(a). Las visitas ocurrirán aproximadamente una vez por 
semana por un total de 2 a 3 veces. 
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 Permita que el investigador principal se comunique con usted con su teléfono móvil vía 
mensajes de texto para recordarle que implemente la intervención y monitoree el 
progreso de su hijo(a) durante el transcurso del estudio.   
 
 
Número total de participantes 
Cerca de 12 personas (4 niños y 8 padres) tomarán parte en este estudio. 
 
 
Alternativas / Participación voluntaria / Retiro 
 
Si decide no permitir que su hijo participe en este estudio y no participa, está bien. En vez de 
participar en este estudio, usted y su hijo pueden optar por no participar. 
 
Usted y su hijo no deben sentir que hay alguna presión para participar en el estudio. Usted y su 
hijo están libres para participar en esta investigación o retirarse en cualquier momento. No habrá 
ninguna penalidad o pérdida de ningún tipo si usted y su hijo deciden no participar o deciden 
retirarse de este estudio. La decisión de no participar o retirarse no afectará a usted ni a su hijo de 
ninguna manera. Si usted y / o su hijo deciden dejar de tomar parte en el estudio, informe al 
personal del estudio tan pronto como pueda. 
 
Beneficios 
 
Los beneficios potenciales de participar en este estudio de investigación incluyen: 
 Los padres pueden beneficiarse del estudio aumentando sus conocimientos sobre las 
intervenciones que le enseñan a su hijo(a) comportamientos apropiados. 
 Es posible que los niños se beneficien del estudio al aumentar el compromiso deseable 
durante las rutinas familiares, aprender a comunicarse y disminuir el comportamiento 
inapropiado. 
 
 
Incomodidades y Riesgos 
 
Este estudio ha sido diseñado de tal manera que los riesgos potenciales para los participantes no 
son mayores que los que normalmente se encuentran. El investigador principal y el personal de 
investigación protegerán la privacidad del participante. A los padres se les dará una amplia 
cantidad de tiempo para decidir participar después de que se entreguen los formularios de 
consentimiento. 
 
Compensación 
 
Usted no recibirá pago de otra compensación por participar en este estudio 
 
 
Costo 
 
No le costará nada participar en este estudio. 
 
 
Privacidad y Confidencialidad 
 
El investigador principal le asegurará la privacidad de usted y su hijo. El investigador principal 
mantendrá todos los registros en un gabinete cerrado en su oficina y los destruirá 5 años después 
de la terminación de la intervención. Ciertas personas pueden necesitar ver los registros de su 
estudio. Cualquiera que mire sus registros debe mantenerlos confidenciales. Estos individuos 
incluyen: 
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 El equipo de investigación, incluido el investigador principal, y todo el resto del personal 
de investigación. 
 Cierto personal gubernamental y universitario que necesita saber más sobre el estudio, y 
los individuos que proveen supervisión para asegurar que estamos haciendo el estudio de 
la manera correcta. 
 La Junta de Revisión Institucional de la Universidad del Sur de la Florida (USF) y 
personal relacionado que tiene responsabilidades de supervisión para este estudio, 
incluido el personal de Integridad y Cumplimiento de la Investigación de la USF. 
Debe saberse que podemos publicar o presentar en congresos lo que aprendemos de este estudio. 
Si lo hacemos, no incluiremos su nombre ni el de su hijo. No publicaremos nada que permita 
identificar a usted o a su hijo(a). 
 
 Puede obtener las respuestas a sus preguntas, inquietudes o quejas 
 
Si tiene alguna pregunta, inquietud o queja acerca de este estudio, o si experimenta un problema 
no anticipado, llame o envíe un correo electrónico a Melissa Santiago al  
(787) 370-7090, o msantiago2@mail.usf.edu inmediatamente. 
 
Si tiene preguntas sobre sus derechos como participante en este estudio, tenga quejas, 
preocupaciones o problemas que desee discutir con alguien fuera de este estudio de 
investigación, llame a la USF IRB al (813) 974-5638 o comuníquese por correo electrónico a 
RSCH -IRB@usf.edu. 
 
Consentimiento para participar en este estudio de investigación 
 
Doy libremente mi consentimiento para participar y dejar que mi hijo participe en este estudio. 
Entiendo que al firmar este formulario estoy de acuerdo en participar y dejar que mi hijo 
participe en la investigación. He recibido una copia de este formulario para llevar conmigo 
 
______________________________________________________ ________________ 
Firma de la persona y del padre del niño que participa en el estudio                       Fecha 
 
 
______________________________________________________ ________________ 
Nombre en letra de molde de la persona y del padre del niño que    Fecha 
participa en el estudio 
 
 
 
Declaración de la persona que obtiene el consentimiento informado 
 
He explicado cuidadosamente a la persona que participa en el estudio lo que él o ella puede 
esperar de su participación. Confirmo que este sujeto de investigación habla el idioma que se 
utilizó para explicar esta investigación y está recibiendo un formulario de consentimiento 
informado en su idioma principal. Este sujeto de investigación ha proporcionado un 
consentimiento informado legalmente efectivo.   
 
 
_________________________________________________  _______________ 
Firma de la persona que obtiene el consentimiento informado    Fecha 
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_________________________________________________                      _______________ 
Nombre en letra de molde de la persona que obtiene el     Fecha  
consentimiento informado  
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May 24, 2018 
 
Melissa Santiago 
Tampa, FL 33612 
 
RE: Expedited Approval for Initial Review  
IRB#: Pro00031977  
Title: Using the Prevent-Teach-Reinforce for Families (PTR-F) with Hispanic Families of 
Young Children with ASD 
 
Study Approval Period: 5/24/2018 to 5/24/2019 
 
Dear Dr. Santiago: 
 
On 5/24/2018, the Institutional Review Board (IRB) reviewed and APPROVED the 
above application and all documents contained within, including those outlined below. 
 
 
Approved Item(s):  
Protocol Document(s): 
 
Study_Protocol_V1 
 
 
 
Consent/Assent Document(s)*: 
 
Consent-Permission Form English_V1.pdf Consent-Permission Form 
Spanish_V2.pdf (this should have been V1) 
 
 
*Please use only the official IRB stamped informed consent/assent document(s) found under the 
"Attachments" tab. Please note, these consent/assent documents are valid until the consent 
document is amended and approved. 
 
It was the determination of the IRB that your study qualified for expedited review which includes 
activities that (1) present no more than minimal risk to human subjects, and (2) involve only 
procedures listed in one or more of the categories outlined below. The IRB may review research 
through the expedited review procedure authorized by 45CFR46.110. The research proposed in 
this study is categorized under the following expedited review category: 
 
     71 
 
(6) Collection of data from voice, video, digital, or image recordings made for research purposes. 
 
(7) Research on individual or group characteristics or behavior (including, but not limited to, 
research on perception, cognition, motivation, identity, language, communication, cultural beliefs or 
practices, and social behavior) or research employing survey, interview, oral history, focus group, 
program evaluation, human factors evaluation, or quality assurance methodologies. 
 
Study involves children and falls under 45 CFR 46.404: Research not involving more than 
minimal risk. 
 
As the principal investigator of this study, it is your responsibility to conduct this study in 
accordance with IRB policies and procedures and as approved by the IRB. Any changes to 
the approved research must be submitted to the IRB for review and approval via an 
amendment. Additionally, all unanticipated problems must be reported to the USF IRB within 
five (5) calendar days. 
 
We appreciate your dedication to the ethical conduct of human subject research at the University 
of South Florida and your continued commitment to human research protections. If you have 
any questions regarding this matter, please call 813-974-5638. 
 
Sincerely,  
 
 
 
 
John Schinka, Ph.D., Chairperson 
USF Institutional Review Board 
 
